Consent to Bill and Cancellation Fee
I authorize Summerside Children's and Sport Physiotherapy Ltd. to contact and bill the appropriate funder for physiotherapy services, as requested. Direct Billing will be offered whenever possible, however may not be available in all cases.
I also understand that any cancellation of a booked appointment with less than 24 hours notice, or failure to attend a booked appointment visit, will result in a $20 Cancellation Fee that must be paid prior to my next appointment.
________________ __________________________________ Date Signature

Consent to Treatment Plan
My Physical Therapist has provided me with information regarding the following:  The diagnosis, as known  The physical therapy treatment being suggested  The risks, benefits, and alternatives to this treatment  Reasonable additional procedures which may be necessary  The potential risks of foregoing suggested care 
